Various tumours have been reported to metastasise to inguinal lymph nodes. To our knowledge, caecal cancer has never been reported to metastasise to inguinal nodes. We present a case of a woman who had caecal cancer with large contralateral inguinal lymphadenopathy. She underwent right hemicolectomy with excision of the inguinal lymph node. Histology confirmed adenocarcinoma of caecum metastasising to contralateral inguinal lymph nodes.
Case Report
A 60 year old woman presented with chronic iron deficiency anaemia. Colonoscopy demonstrated mucosal irregularities in the caecum, which were biopsied and subsequent histology showed moderately differentiated caecal adenocarcinoma. An urgent staging CT scan showed thickening of the caecum with infiltration of the tumor into the adjoining peritoneal fat ( Figure 1 ) and large left inguinal lymph nodes (Figure 2 ). Initially the lymph nodes were considered to be either reactive or from a second tumour, as it is unusual for caecal carcinoma to metastasise to unilateral or contralateral groin nodes.
Subsequently the patient underwent right hemicolectomy and left groin lymph node excision biopsy. Histology of the caecum ( Figure 3) showed moderately differentiated caecal adenocarcinoma with local invasion, pT3 with 4 out of 15 nodes involved. The left inguinal lymph node excised was macroscopically 40 mm in diameter and microscopically showed infiltration by metastatic adenocarcinoma (Figure 4 ), confirming that it was from the caecal primary. No other primary was noted during the initial colonoscopy or from the staging CT scan. The final pathological staging of her tumour was pT3 N2 M1 (Duke's staging -C1).
Discussion
Colorectal cancer is the third most common form of cancer and the second leading cause of cancer-related death in the Western world [1] . Caecal cancer accounts for 10-15% of colorectal malignancies [2] . Caecal cancer usually presents as occult bleeding, anaemia, weight loss, right iliac fossa mass, or as acute / subacute bowel obstruction.
The caecal lymphatics primarily drain into the epicolic nodes located on the wall of the colon and the paracolic nodes that lie along the marginal vessels of colon. From these nodes, they drain into the nodes along the ileocolic mesentery and finally drain into the principal nodes at the root of the superior mesenteric artery [3] .
It is very uncommon for these tumors to metastasise to groin nodes, as the arterial drainage does not run towards the external iliac system and therefore anatomically they are not likely to spread to superficial or deep inguinal nodes. One of the possible explanations might be; involvement of adjacent anterior abdominal wall by micro-metastasis from the tumor and therefore involvement of inguinal lymph nodes. However, this still does not explain the fact that our patient had contralateral nodal involvement and not ipsilateral nodes.
Carcinoma of the right colon commonly metastasises to distant sites such as liver, lung, bone and brain. Caecal adenocarcinoma has been shown previously to metastasise to some unusual sites like retina [4] , chin [5] , cervical node [6] , subcutaneous tissue [7] , breast [8] , oesophagus [9] , spleen [10] , pancreas [11] , umbilicus [12] , urinary bladder [13] , uterus [14] , vagina [15] , penis [16] , spermatic cord [17] and epididymis [18] . Tumors that usually metastasise to inguinal lymph nodes are malignant lymphomas and squamous cell carcinoma of vulva, penis and anus. There is no report of caecal cancer metastasising to inguinal lymph nodes. Uehara et al reported a case of isolated external iliac lymph node recurrence secondary to caecal carcinoma [19] . This was a recurrence following radical resection for caecal carcinoma and they treated it successfully by surgical resection of the node.
Caecal cancer that manifests solely as an ipsilateral or as a contralateral inguinal lymph node metastasis has no previous description in the literature. Our patient presented with contralateral (left) inguinal node enlargement. This case illustrates a rare presentation of caecal carcinoma, and underscores the need to consider atypical presentation of cancers in the differential diagnosis of inguinal lymphadenopathy.
